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Initial Comments

The findings and conclusions of any investigation
by the Health Division shall not be construed as

| prohibiting any criminal or civil investigations,
| actions or other claims for relief that may be

available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of a complaint investigation conducted in

| your facility from 4/30/10 through 5/13/10. This
| State Licensure survey was conducted by the

authority of NRS 449.150, Powers of the Health
Division.

The facility is licensed for 10 Residential Facility
for Group beds which provide care to persons
with Alzheimer's disease, Category Il residents.
The census at the time of the survey was 10.
Eleven resident files were reviewed and five

| employee files were reviewed. Three discharged
resident files were reviewed.

| Complaint #NV00024614 was substantiated. See

Tag Y0087.

449.194(1) Administrator's
Responsibilities-Oversight

NAC 449.194
The administrator of a residential facility shall:
1. Provide oversight and direction for the

| members of the staff of the facility as necessary

to ensure that residents receive needed services
and protective supervision and that the facility is
in compliance with the requirements of NAC
449.156 to 449.2766, inclusive, and chapter 449
of NRS.
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NAC 449.199

3. A residential facility must not
accept residents in excess of the
number of residents specified on the
license issued to the owner of the
facility.

This Regulation is not met as evidenced by:
Based on observation, record review and
interview from 4/30/10 to 5/13/10, the facility was
over census during March of 2010.

Findings include:
The facility is licensed for 10 beds for Alzheimer's

residents, Category 2.
After review of the medication administration
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This Regulation is not met as evidenced by:
Based on interview, record review and
observation from 4/30/10 to 5/13/10, the
administrator failed to provide oversight and
direction to the staff to ensure 11 of 11 residents
receive the needed services and protective
supervision they required.
Severity: 2 Scope: 3
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records (MARs), admission and discharge
records, it was noted that on 3/12/10, there were
10 residents residing in the facility. An eleventh
resident was admitted on 3/13/10. This caused
the facility to be over census by one resident.
During an interview on 4/30/10, the facility's
administrator stated that the facility was over
census by one resident in March of 2010 for
fifteen days.
Severity: 3 Scope: 3
2 i
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NAC 449.200 “oL i e :
1. Except as otherwise provided in subsection 2, s . e ot ach mant A
| a separate personnel file must be kept for each
- member of the staff of a facility and must include: b) The a‘u;hhﬁ wWay, ¢ompWant with
(a) The name, address, telephone number and e niailaiion P
social security number of the employee. A aYES «
0 s[3 [16
This Regulation is not met as evidenced by:
Based on record review from 4/30/10 to 5/13/10,
the facility failed to provide a separate personnel
file for 1 of 5 employees (Employee #5).
This was a repeat deficiency from the 3/24/09
State Licensure survey.
Severity: 1 Scope: 1
Y 103 449.200(1)(d) Personnel File - NAC 441A / vis @) gmgﬂq U Yanmenoded - |
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies,
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KTTN: APRIL TSPINOSA

Re: Spring Valley Alzheimer's Care Center
Survey Date: 5/13/2010

Addendum to POC:

Tagl03

A) Employee #4 is terminated.

Tag 936

A) Resident #7 had 2 step TB test done before her admission in the facility in
the year 2005 so the facility had only annual tb tests done. No 2 step PPD
done while in the facility.

N g

Cristina P. Abu Dayyeh
Administrator
01/14/2011
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a separate personnel file must be kept for each P 0 .
member of the staff of a facility and must include: PLS. See OLHCLc,h’me’l‘l' B (hea Qvl’iw cand
(d) The health certificates required pursuant to wnd 2 g-}@P Tfé Jr%’t _ _
chapter 441A of NAC for the employee. ; . . rJ ;
b) The Adminisinodon (o w MJOHUJO]@
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This Regulation is not met as evidenced by: s { \5 [ 0
Based on record review from 4/30/10 to 5/13/10,
the facility failed to ensure 2 of 5 employees
complied with NAC 441A.375 regarding
| tuberculosis (TB) testing for the protection of all
residents (Employee #3 and #4).
This was a repeat deficiency from the 3/24/09
State Licensure survey.
Severity: 2 Scope: 2
Y 105/ 449.200(1)(f) Personnel File - Background Check | Y 105 o‘_? Qmp byce #4 Yeaminated .
SS=F K C'm.p\ 0‘1“’“ ‘ﬁ' 3 and 45 aﬁ&o .
NAC 449.200 G Wete R nake .
1. Except as otherwise provided in subsection 2, ﬁ 7 Y ach :
a separate personnel file must be kept for each ] )5' A“— ) an’( C’ i
| member of the staff of a facility and must include: b) The G.dmbnus‘ha}\'o-’b W, A : oAb ‘e
(f) Evidence of compliance with NRS 449.176 to o wane all Q’MP' vl Complite b
449,185, inclusive. u , '? ‘j’
o) sig]io
This Regulation is not met as evidenced by:
Based on record review from 4/30/10 to 5/13/10,
the facility failed to ensure 3 of 5 caregivers met
background check requirements within 10 days of
hire (Employee #3, #4 and #5).
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Severity: 2 Scope: 3
Y 450 449.231(1) First Aid and CPR Y450  |o) ngﬂo ce #2 had PR clomy done
S8=0 Ke o a, 2009
NAC 449.231 g The adnav lﬁm/ had, Leeny CRE cand -
1. Within 30 days after an ) — )
administrator or caregiver of a b) mer-a Yo com Q,Qan‘% ‘
residential facility is employed at P
the facility, the administrator or
caregiver must be trained in first aid
and cardiopulmonary resuscitation. The
advanced certificate in first aid and
adult cardiopulmonary resuscitation
issued by the American Red Cross or an
equivalent certification will be
accepted as proof of that training.
This Regulation is not met as evidenced by: |
Based on record review from 4/30/10 to 5/13/10,
the facility failed to ensure that 1 of 5 caregivers
were trained in cardiopulmonary resuscitation )
within 30 days of employment(Employee #2).
Severity: 2 Scope: 1
PHYSiCALS PRioL To ADUIss{oN
Y 859 449.274(5) Periodic Physical examination of a Y 859 05 Regtdant # 1 adimibed, on 12/24 fo7. Had
SS=F i
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4 re admissio each year after nom Pay, P ,
admission, or more frequently if there is a e u%h?;tna’bzggb%qiw n 2’ Ly HE:F‘W”
. . . . ey . (\un L FY\_m
significant change in the physical condition of a slont on 5“2/! Yo Gind Phguuu 6 u';m; il
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of def iciencies.

STATE FORM

6898

BB5011

If continuation sheet 5 of 10




PRINTED: 05/24/2010
FORM APPROVED
Bureau of Health Care Quality and Compliance
STATEMENT OF DEFICIENCIES (X3) DATE SURVEY
morUNGr corvecrion © | RIS | T consTRuorin
' C
B. WING
NVS3363ALZ 05/13/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6428 CRYSTAL DEW
SPRING VALLEY ALZ CARE CENTER LAS VEGAS, NV 89118
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 859 Continued From page 5 Y 859 L?hr\di@m “ {l‘ L i 6 sk
\ U nw COm praunt -
resident, the facility shall obtain the results of a ) Qe dent i -
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his physician. The resident must be cared for ol ne on ifs [160 0a et
pursuant to any instructions provided by the Wiv cwpposnd fo be admeted b
resident's physician. bawh‘f w Jan- pod (,Ubb;, AL i d Hhe ?[aw
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This Regulation is not met as evidenced by: "Dm?.. ; o .
Based on record review from 4/30/10 to 5/13/10, @ﬁf’ # 11 wor admiHed jrom Tovey Bena o
the facility failed to ensure that 5 of 11 new Lunfuv on n/ai/oq wd_fh pree A wtal) bl
residents received a physical prior to admission ON LML A ity Watlen hyecels -
(Resident #1, #4, #8, #10 and #11). The facility AHNUVAL P SICAL- ATTA CHME TF
failed to ensure that 2 of 3 residents, living in the Restdent #
facility for longer than a year, received an annual ivdent # T wen b Hp
physical (Resident #1 and #7). b Ounall, Hu 6 W Z Ve o M?Ucm‘f
This was a repeat deficiency from the 3/24/09 "
State Licensure survey. '
Severity: 2 Scope: 3
Y 876 449.2742(4) Medication Administration NRS vere 1) Ruded #1 had whlimede wun abn mad
SS=B| 449.037 KL Won ad mssuon ﬂ
NAC 446.2742 b esidot % 2 woy (ut adoitted, duaing e
4. Except as otherwise provided in this b 4 on :g/ 1% [ 10 and e DPA 0
subsection, a caregiver shall assist in the Hf“f“f u/\mj The W onde b, i y Mty v
administration of medication to a resident if the uj‘m G e PP . VB
resident needs the caregiver's assistance. A RiLcdalt 4 U had uhimed 1l
caregiver may assist the ultimate user of daded, @ [ I f' ? TRORL: i 5 M-L_mﬁl
controlled substances or dangerous drugs only if aed S 110 . Yl See ATrac gy T
1 the conditions prescribed in subsection 6 of NRS b |
449.037 are met. b) T lawly w compUant witv
%mb’iﬂ/ o stated alabion - i
} This Regulation is not met as evidenced by: |
| Based on record review from 4/30/10 to 5/13/10, _ ‘
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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the facility failed to ensure that an ultimate user
agreement was obtained for 3 of 11 residents
(Resident #1, #2 and #4).
This was a repeat deficiency from the 3/24/09
State Licensure survey.
|
| Severity: 1 Scope: 2
Y 896 449.2744(1)(b)(2) Medication / MAR vees A T canqiuns amigned 4o admchisivy
Sest py  udicakons facked do Kan on he MAR dnad
/01!/ Camnnd, Ws +oq munation hqom% b WMB .
NAC 449.2744 ML corteTeD.
1. The administrator of a residential facility that Puase see Q‘«Hctdl mant |
provides assistance to residents in the B The Qdministnatoy Lo fth)on slbty o
administration of medication shall maintain: ol Wat ¢ — Medimn L
(b) A record of the medication administered to M@ zmet oo aﬂ aaineds n Medicabion
each resident. The record must include; adh q & @M@LT&L;T‘%
(2) The date and time that the medication was "" woly e wlators oy @ ’,_wu;h
administered. &nhv‘mh H & tundan ey wclﬂ, ys l«g w
a&@ms{'ﬂa}@w damur, and con, fant
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This Regulation is not met as evidenced by:
Based on record review from 4/30/10 to 5/13/10,
the facility failed to ensure the medication |
administration record (MAR) was accurate for 10 ‘
’ of 10 residents (Resident #1, #2, #3, #4, #5, #6,
#7, #8, #9 and #10). ‘
Severity. 1 Scope: 3 ’
Y 899 449.2744(2) Medication Administration v899  [Plager aym o YE4@ |
$s=C Ke ‘ i
e |
' NAC 449.2744 }
|

i
If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Continued From page 7

2. The administrator of the facility shall keep a log
of caregivers assigned to administer medications
that indicates the shifts during which each

 caregiver was responsible for assisting in the

administration of medication to a resident. This

' requirement may be met by including on a
| resident's medication sheet an indication of who

assisted the resident in the administration of the
medication, if the caregiver can be identified from
this indication.

This Regulation is not met as evidenced by:
Based on record review from 4/30/10 to 5/13/10,
the facility failed to indicate on the resident's
medication administration record (MAR) who
assisted the resident in the administration of the
medications, for 10 of 10 residents (Resident #1,
#2, #3, #4, #5, #6, #7, #8, #9 and #10).

Severity: 1 Scope: 3

449.2749(1)(a) Resident File-Storage, Res
Information

NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to

| the resident, including without limitation:
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This Regulation is not met as evidenced by:
Based on record review from 4/30/10 to 5/13/10,
the facility failed to ensure 7 of 10 residents
complied with NAC 441A.380 regarding
tuberculosis testing (Resident #1, #2, #3, #4, #7,
#8 and #10) which affected all residents.
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Y 930‘ Continued From page 8 Y 930
| (a) The full name, address, date of birth and
social security number of the resident.
This Regulation is not met as evidenced by:
Based on record review on 5/13/10, the facility
failed to maintain a separate resident file for 1 of
10 residents (Resident #2).
This was a repeat deficiency from the 3/24/09
State Licensure survey.
Severity: 1 Scope: 1
Y 9% 449.2745(1)(e) Resident fle-NRS 441 Y938 o) Booldul #1 - Cnnual T8 Yt | %- 1o
uberculosis %I/ Residant 42 - 2 '-54\'0_{) sYanted on 513 T
NAC 449.2749 Resocunt #73 - Sl Tl ) ‘
1. A separate file must be maintained for each . 4 *“F av&i@hd/ A-7- 1o
resident of a residential facility and retained for at s dunt 4 b- 3 [ IS [ 10
least 5 years after he permanently leaves the ¢
facility. ‘The file must be kept locked in a place Resdunt # 7 3¢ [io
that is resistant to fire and is protected.against Rewi, durd 4 ©%- | /.s }io
unauthorized use. The file must contain all .
records, letters, assessments, medical Mw’&’ o2 \5%&{) 41'/21 / 1o
information and any other information related to ® | -
the resident, including without limitation: Mo e attachment J
(e) Evidence of compliance with the provisions of v T < fof ; .
chapter 441A of NRS and the regulations b) The tﬂ‘u’ua Wiy wmf“““* Lﬂ"HV
adopted pursuant thereto. e :}a,hd, TA on .

|
|
1

f deficiencies are cited, an approved plan of correction must be return
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This was a repeat deficiency from the 3/24/09
State Licensure survey.
Severity: 2 Scope: 3
|
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